History
A 49-year-old, nonsm oking female was adm itted to our clinic on 20 June 2001 w ith a one-year history o f progressive dyspnea and dry cough. She denied sputum production, hemoptysis, night sweats and fever. At the tim e o f her evaluation, she had been taking antituberculous drugs for two m onths. She had been noted to have abnorm al shadows on a chest radiograph in 1990, b ut she had not been treated for it due to her good clinical status. She was treated for tuberculosis for about one year in 1993. H er family history was negative for any lung disease.
Vital signs were w ithin norm al limits. Exam ination o f the chest indicated bibasilar end-inspiratory fine rales. Extremities showed digital clubbing o f grade V w ith slight cyanosis. A lthough the patient appeared well at rest, she became dyspneic after walking about twenty to thirty meters. Laboratory findings are shown in the table. Plain chest x-ray and thorax C T are shown in Figures 1 and 2 , respectively. 
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